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Unrecognized HIV Infection, Risk Behaviors, and Perceptions of Risk Among 
Young Black Men Who Have Sex with Men — Six U.S. Cities, 1994-1998 


The incidence of human immunodeficiency virus (HIV) 
infection among young black men who have sex with men 
(BMSM) is among the highest of all risk groups in the United 
States (/—3). Two important strategies to reduce HIV trans- 
mission among young BMSM are to increase the proportion 
of men who are aware of their HIV infection and to increase 
the consistent use of condoms among sexually active men 
(4,5). However, limited information is available to help 
develop HIV-testing and condom-promotion programs for 
young BMSM. To address this need, data from CDC’s Young 
Men's Survey (YMS) were used to evaluate the prevalence of 
unrecognized HIV infection, barriers to testing, and reasons 
for nonuse of condoms among BMSM aged 15-22 years. This 
report summarizes the results of the survey, which indicated 
that of the 16% of young BMSM participants who were 
infected with HIV, nearly all were unaware of their infection. 
Few young BMSM reported testing frequently for HIV, and 
many reported engaging in behaviors that could transmit HIV 
because they perceived themselves or their partners to be at 
low risk for infection. These findings underscore the urgency 
of expanding and improving prevention efforts for young 
BMSM by increasing the demand for and availability of 
HIV-testing services and by providing high-quality preven- 
tion counseling that includes assessment and clarification of 
perceived risks for infection. 

YMS was a cross-sectional survey conducted during 1994— 
1998 of males aged 15-22 years who attended MSM- 
identified venues (e.g., shopping areas, dance clubs, bars, and 
organizations) in Baltimore, Maryland; Dallas, Texas; Los 
Angeles, California; Miami, Florida; New York, New York; 
the San Francisco Bay Area, California; and Seattle, Washing- 
ton (/). Extensive formative research was conducted to con- 
struct monthly sampling frames of the days, times, and venues 


attended by young BMSM. Each month, 12-16 venues and 
their associated day/time periods were selected randomly and 
scheduled for sampling. During sampling events, men were 
approached consecutively to assess their survey eligibility. 
BMSM eligible for the survey were aged 15-22 years and resi- 
dents in one or more local counties. Participants were inter- 
viewed by using a standard questionnaire, had blood drawn 
for HIV testing, were given appointments to obtain test 
results, and were provided HIV-prevention counseling and 
referral for care when needed. 

Specimens were tested for HIV at local laboratories with 
standard assays. Analyses were restricted to men who reported 
ever having sex with men and who described their racial back- 
ground as either being only black or having a mixed back- 
ground that included being black. Analyses excluded records 
of duplicate participants, who were identified by using the 
Miragen antibody profile assay (6). Records also were excluded 
from Seattle because few BMSM had participated in that city. 

In the six cities, 920 BMSM participated in YMS (range: 
127-202). The participation rate among eligible blacks was 
61% (range: 53%-77%). Of the 920 participants, 150 (16%) 
tested positive for HIV (range: 13%-18%). Of the 150 HIV- 
infected BMSM, 139 (93%) were unaware of their infection 
(range: 88%-100%). Of those with unrecognized infection, 
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99 (71%) reported either that there was no chance, that it was 
very unlikely, or that it was unlikely that they were infected 
with HIV; 58 (42%) perceived themselves at low risk for ever 
becoming infected; and 45 (32%) perceived themselves at low 
risk both for | 
Table) 

' 


During the 6 months preceding the survey, the 920 BMSM 


yeing and for ever becoming HIV-infected 


reported a median of two male sex partners (interquartile range: 


one to three), 712 (77%) reported having anal intercourse 


with another man, and 342 (37%) reported having unpro- 
tected anal intercourse (UAI). Of the 79 BMSM with unrec- 
ognized HIV infection who had UAI, 41 (52%) reported not 
using condoms for one or more of the following reasons: they 


0 
( 


‘knew” they were HIV-negative (24%), they “knew” their 


partners were HIV-negative (20%), or they thought their part- 
ners were at low risk for infection (35%); 34 (43%) also 
reported not using condoms because none were available 
(Table) 

Of the 920 BMSM, 585 (64%) had ever tested previously 
for HIV, but few had tested frequently (median number of 
tests: one; interquartile range: zero to two). Of those who 
had tested previously, 536 (92%) reported last testing HIV- 
negative, and of these, 87 (16%) were found to be infected 
with HIV. The 332 (36%) 


, 1 
ously gave the following reasons for not testing (more than 


men who had not tested previ- 


one reason could be given): low risk for infection (45%), fear 


a 
of learning their results (41 , and fear of needles (21%). Of 


those who had not tested previously, 42 (13%) were HIV- 
infected. Of the 148 men who had not tested previously 
because of perceived low risk, 122 (82%) ever had anal inter- 


course with a man, 99 (67%) had at least three lifetime male 
partners, and |] 


were HIV-infected. 

Compared with their noninfected peers, young BMSM with 
unrecognized infection were more likely to report engaging 
in UAI and not testing previously because of fear about learn- 
ing their results (Table). Noninfected young BMSM were more 
likely to perceive themselves at low risk for infection and not 


to have tested previously because of this perception. 
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TABLE. Percentage of black men aged 15-22 years who have sex with men who reported low perceived risk for human immunode- 
ficiency virus (HIV) infection, previous HIV testing, and sexual risk behavior, by HIV status — six cities*, United States, 1994-1998 





Characteristic 


Infected unaware*t 


Noninfected 
(n=139) (n=770) 
° °. 


° ° 


p value’ 





Low perceived risk 
Being HIV-infected‘ 
Becoming HIV-infected** 
Being/becoming HIV-infectedtt 
Previous HIV tests 
Ever 
Last test negative’ 
Last test unknown or indeterminate 
Last negative test <1 year before interview 
>3 tests 
Reasons for not testing previously 
(Of nontested men; n=332) 
Perceived low risk for infection 
Scared to learn results 
Scared of needles 
Sexual risk behavior" 
>3 partners 
Anal intercourse, insertive or receptive 
Unprotected anal intercourse (UAI)*** 
Reasons for nonuse of condoms'™! 
(Of men who had UAI; n=338) 
Participant “knew” he was HIV-negative 
Participant “knew” his partner was HIV-negative 
Participant thought his partner was at low risk for HIV 
Condom was not available 
Participant was under the influence of alcohol or drugs 
Participant did not think about it or was too emotionally involved 
Partner did not like using condoms 
Participant did not like using condoms 


71 . <0.01 
42 - 0.06 
<0.01 


0.07 


(n=42) 
26 ‘ <0.01 
55 3s 0.04 
17 2 0.69 


41 0.40 
<0.01 
<0.01 


(n=79) =259) 
24 33 0.11 
20 33 0.02 
35 36 0.81 
43 37 0.42 
27 16 0.06 
16 16 0.90 
23 20 0.69 
15 14 0.81 





* Baltimore, Maryland; Dallas, Texas; Los Angeles, California; Miami, Florida; New York, New York; and the San Francisco Bay Area, California 
. Study participants who tested HIV-positive and who reported not ever testing HIV-positive previously 
, cochran-Mantel-Haenszel chi-square comparing infected unaware with noninfected, controlling for city 
Measured by respondent answering “no chance of it,” “very unlikely,” or “unlikely” to the following question: “Which of the following describes how likely 


it is that you are infected with HIV today? 


* Measured by respondent agreeing with the following statement: “There is little chance that | could become infected with HIV, or infect others, from what 


, | do sexually 


. Perceived low risk for both being HIV-infected and ever becoming infected 


- Most recent HIV test before study participation 
With other men only during the 6-month period preceding the survey 
*** Measured as not always using condoms during insertive or receptive 
More than one reason could be given 


Editorial Note: The findings in this report are consistent with 
previous studies suggesting that in several U.S. cities, the 
majority of young HIV-infected MSM, particularly BMSM, 
were unaware of their infection (/,7). In a preliminary analy- 
sis of 573 HIV-infected MSM aged 16 29 years sampled in 


six U.S. cities, proportionally more BMSM were unaware of 


their infection than were white MSM (91% versus 60%) (7). 
However, among all young MSM with unrecognized HIV 


infection, no racial or ethnic differences were observed among 


those perceiving themselves at low risk for being infected 


(66%), engaging in UAI (54%), or not using condoms dur- 


ing anal intercourse because of perceived low personal or 


anal intercourse 


partner risks for HIV infection (46%) (7). These findings 
underscore the urgency of improving HIV-prevention efforts 
for all young MSM by 1) increasing the demand for and avail- 
ability of HIV-testing services and 2) providing young MSM 
with high-quality HIV- and STD-prevention services that 
include assessment and clarification of personal risks for 
infection. 

In accordance with recently revised guidelines, health-care 
providers should assess the HIV risks of their patients rou- 
tinely and encourage all MSM at risk for HIV to test at least 
annually (8,9). Findings from this report indicate that 


demand for testing by young BMSM might be increased by 
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oncerns about testing positive Dy conveying the 
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luid, urine-based, or finger-stick HIV tests 


sis and HIV care; and marketing the 


venipuncture (9 Use of testing services 


] ] 
y testing in nonclinical set 


young BMSM and by pro 


for all those who 


by high-quality pre- 


j 1 | j 
n-depth personalized risk 
yn of risk perceptions, and negotiation 


BMSM 


efforts also are being strengthened through capacity develop- 


ment for minority community-based organizations serving 


MSM, and throug! 


young h recently released guidelines call- 


ing for expanded risk assessment and HIV testing for homo- 
sexual and bisexual men (8,9). Finally, new research efforts, 
including rapid ethnographic assessments, have been initiated 
to identify additional factors that influence HIV-acquisition 
ri 


isks among voung minority MSM. These and similar efforts 


signal the increased priority at national, state, and local levels 
to reduce the considerable racial disparities in HIV morbid- 
ity and unrecognized infection among young MSM. 
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the U.S. population. This report summarizes the results of 
that analysis, which indicate that during July 2000—June 2001 
an estimated 4.3 million nonfatal sports- and recreation- 
related injuries were treated in U.S. hospital emergency 
departments (EDs). Injury rates varied by sex and age and 
were highest for boys aged 10-14 years. Effective prevention 
strategies, including those tailored to specific activities and 
those aimed at children, adolescents, and adults, are needed 
to reduce sports- and recreation-related injuries in the United 
States. 

NEISS-AIP is operated by the U.S. Consumer Product 
Safety Commission (CPSC) and collects data on initial visits 
for all types and causes of injuries treated in U.S. EDs. NEISS- 
AIP data are drawn from a nationally representative subsample 
of 66 out of 100 NEISS hospitals, which were selected as a 
stratified probability sample of hospitals in the United States 
and its territories with a minimum of six beds and a 24-hour 
ED. NEISS-AIP provides data on approximately 500,000 
injury- and consumer product—related ED cases each year. 

Sports- and recreation-related injuries included those 
occurring during organized and unorganized activities, 
whether work-related or not. An injury was defined as bodily 
harm resulting from exposure to an external force or substance. 
Each case was classified into one of 39 mutually exclusive 
sports- and recreation-related groups based on an algorithm 
that considered both the consumer products involved (e.g., 
bicycles or accessories, swings or swing sets, or in-line skating 
activity, apparel, or equipment]) and the narrative descrip- 
tion of the incident. Cases were excluded if 1) the principal 
diagnosis was an illness, pain only, psychological harm only, 
contact dermatitis associated with consumer products or 


plants, or unknown; 2) the ED visit resulted from the adverse 


effects of therapeutic drugs or surgical care; or 3) the injury 


was violence-related, including intentional self-harm, assault, 
or legal intervention. Because deaths are not captured com- 
pletely by NEISS-AIP, persons who were dead on arrival or 
who died in the ED also were excluded. 

Each case was assigned a sample weight based on the 
inverse probability of selection; these weights were added to 
provide national estimates of sports- and recreation-related 
injuries. Estimates were based on weighted data for 70,060 
sports- and recreation-related ED visits during July 2000- 
June 2001. Confidence intervals (CIs) were calculated by 
using a direct variance estimation procedure that accounted 
for the sample weights and complex sample design. Rates were 
calculated by using averaged 2000-2001 U.S. Census Bureau 
population data. 

During July 2000-June 2001, an estimated 4.3 million 
(95% Cl=3.7-4.8 million) sports- and recreation-related 
injuries were treated in U.S. hospital EDs, comprising 16% 


of all unintentional injury-related ED visits (Table 1). The 
percentage of all unintentional injury-related ED visits that 
were sports- and recreation-related was highest for persons 
aged 10-14 years (51.5% for boys, 38.0% for girls), and low- 
est for persons aged >45 years (6.4% for men, 3.1% for 
women). The overall rate of sports- and recreation-related 
injuries was 15.4 per 1,000 population (Table 1). Rates were 
highest among persons aged 10-14 years (75.4 for boys, 36.3 
for girls), and lowest among persons aged 0-4 years (11.1 for 
boys, 6.8 for girls) and persons aged >45 years (4.3 for men, 
2.2 for women). Among all ages, rates were higher for males 
than for females (Figure). 

Types of sports- and recreation-related activities in which 
persons were engaged when injured varied by age and sex. For 
persons aged 0-9 years, the leading types were playground- 
and bicycle-related injuries (Table 2). Both scooter- and tram- 
poline-related injuries ranked among the top seven types of 
injuries for both boys and girls aged 0—9 years. For males aged 
10-19 years, football-, basketball-, and bicycle-related inju- 
ries were most common. For females aged 10-19 years, bas 
ketball-related injuries ranked highest. For persons aged 20-24 
years, basketball- and bicycle-related injuries ranked among 
the three leading types of injuries. Basketball-related injuries 
ranked highest for men aged 25—44 years. Exercise (e.g., weight 
lifting, aerobics, stretching, walking, jogging, and running) 
was the leading injury-related activity for women aged >20 
years and ranked among the top four types of injuries for men 
aged >20 years. 

The most frequent injury diagnoses were strains/sprains 
(29.1%; 95% Cl=25.2%—33.0%), fractures (20.5%; 95% 
Cl=16.5%-24.5%), contusions/abrasions (20.1%; 95% 
Cl=17.5%—22.8%), and lacerations (13.8%; 95% Cl=11.9%- 
15.8%). The body parts injured most commonly were ankles 
(12.1%; 95% Cl=10.9%-1 3.4%), fingers (9.5%; 95% 
Cl=8.2%-10.8%), face (9.2%; 95% Cl=7.9%-10.5%), head 


(8.2%; 95% Cl=6.4%-10.1%), and knees (8.1%; 95% 


- _— 


C1=6.8%-9.4%). Of an estimated 350,734 (95% 
Cl=270,417-431,051) persons with sports- and recreation- 
related head injuries, approximately 199,050 (95% 
Cl=127,947—270,153) had a brain injury diagnosed (i.e., 
diagnosis of concussion or internal injury). Overall, 2.3% 
(95% Cl=1.5%-3.0%) of persons with sports- and recreation- 
related injuries were hospitalized. 

Reported by: K Gorsch, JL Annest, PhD, P Holmgreen, MS, Office of 
Statistics and Programming; ] Gilchrist, MD, Div of Unintentional Injury 
Prevention, National Center for Injury Prevention and Control, CDC. 

Editorial Note: This report indicates that an estimated 4.3 
million sports- and recreation-related injuries are treated each 


year in U.S. EDs. These injuries occur among all population 
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TABLE 1. Number* and rate? of nonfatal unintentional injuries and nonfatal unintentional sports- and recreation-related injuries 
treated in emergency departments, by age group and sex — National Electronic Injury Surveillance System All injury Program, 


United States, July 2000—June 2001 





All nonfatal unintentional injuries 
Sex and age (yrs) No. Rate (95% Cl8) 





Nonfatal unintentional sports- and recreation-related injuries 





No. Rate (95% Cl) % (95% Cl) 





Male 

O- 4 1,350,795 140.0 
5- 9 1,203,060 119.6 
10-14 1,506,104 146.4 
15-19 1,690,177 164.6 
20-24 1,573,437 164.6 
25-44 4,771,763 117.3 
>45 2,962,276 66.3 

Unknown 3,773 
All ages 15,061,385 111.4 

Female 

O- 4 987 236 106.9 
5- 9 842,959 87.8 
10-14 936,619 95.6 
15-19 1,043,606 107.5 
20-24 1,003,129 109.0 
25-44 3,474,024 84.0 
>45 3,680,452 70.1 

Unknown 1.949 
All ages 11,969,974 84.7 


Total" 27,038,199 97.8 


(113.5-166.6) 
(100.3—138.9) 
(126.6—166.2) 
(144.3-184.8) 
(138.0—191.2) 
(105.0—129.5) 
( 59.6— 73.1) 


99.7—123.1) 


88.2-125.6) 
( 75.1-—100.4) 
83.3-—107.8) 
( 94.8-120.2) 
93.3-—124.6) 
77.3— 90.7) 
62.2— 78.1) 


77.2— 92.1) 
88.5-107.1) 


107,019 11.1 
366,102 36.4 
775,938 75.4 
650,430 63.3 
292,743 30.6 
596,063 14.6 
190,023 4.3 
105 
2,978,423 22.0 


( 9.2—13.0) 7.9 
(32.0—40.8) 30.4 
(65.2-—85.7) 51.5 
(54.5-72.2) 38.5 
(24.5-—36.8) 18.6 
(12.2—17.1) 

( 2.9- 5.6) 6.4 


( 7.2- 8.6 
(27.2-—33.7 
(48.1-55.0 
(36.6—40.4 
(16.9-20.4) 
(10.8-14.2) 
( 4.6— 8.2) 


) 
) 
) 
) 


(19.1-—25.0) (18.3-21.3) 
63,220 6.8 
231,143 24.1 
355,950 36.3 
207,660 
77,416 8.4 
221,135 5.3 
115,518 2.2 
256 
1,272,299 9.0 


4,251,599 


( 5.6— 8.1) 
(20.9-—27.3) 
(30.8—41.9) 
(17.7-—25.0) 
( 5.7-11.1) 
( 4.3— 6.4) 
( 1.4— 3.0) 


( 5.7— 7.1) 
(24.6—30.3) 
(34.5-41.5) 
(17.9-21.9) 
( 6.1- 9.4) 
( 5.3— 7.5) 
( 2.1- 4.1) 


( 7.6-—10.4) 
(13.2-17.5) 


( 9.4-11.8) 
(14.4-17.1) 





* Numbers might not add to totals because of rounding 
. Per 1,000 persons 
, confidence interval 

Includes persons for whom sex was not recorded 


FIGURE. Rate’ of nonfatal unintentional sports- and recreation- 
related injuries treated in emergency departments, by age and 
sex — United States, July 2000—June 2001 


Age (in years) 


* Per 1,000 population 


groups and account for more ED visits annually than injuries 
involving motor-vehicle occupants (3.5 million). 

Effective prevention efforts are needed to reduce the risk 
for these injuries among all population groups. Interventions 
to reduce the risk for sports- and recreation-related injuries 
can be classified into three categories: personal countermea- 


sures (e.g., use of safety gear), behavioral interventions (e.g., 


proper conditioning), and environmental modifications (e.g., 
use of padded goal posts). Specific prevention recommenda- 
tions vary by sport and recreation activity, and some activity- 
specific interventions can decrease the risk for injury. For 
example, wearing helmets while bicycling reduces the risk for 
head injury by 85% (4), and using breakaway bases decreases 
the number of sliding-related baseball and softball injuries by 
96% (5). Further studies are needed to identify effective 
interventions for other activities and injury types. 

Data on sports- and recreation-related injuries from other 
national and state hospital-based data systems are limited 
because the /nternational Classification of Diseases, Ninth 
Revision, Clinical Modification external cause-of-injury codes 
(E codes) typically do not specify the type of activity in which 
the person was engaged at the time of injury. In comparison, 
these types of injuries can be classified from NEISS-AIP data 
by using the consumer product codes and a narrative descrip- 
tion of the incident. This approach makes NEISS-AIP a use- 
ful surveillance tool for characterizing and monitoring sports- 
and recreation-related injuries and identifying emerging 
injury problems requiring further investigation. 

Estimates in this report are higher than those found during 
1997-1998 by the National Hospital Ambulatory Medical 
Care Survey, which indicated that an estimated 3.7 million 
ED visits were made annually to treat sports- and recreation- 
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TABLE 2. Number and percentage“ of persons with nonfatal unintentional sports- and recreation-related injuries treated in emergency departments, 
by rank, activity, age group, and sex — National Electronic Injury Surveillance System All Injury Program, United States, July 2000—June 2001 

0-4 yrs 5-9 yrs 10-14 yrs 15-19 yrs 20-24 yrs 25-44 yrs 
No. (%) No. (%) No. (%) No. (%) No. (%) No. (%) 





>45 yrs 
No. (%) 


Total 
(%) 





Rank No. 





Males 


Playground 
32,237 (30.1) 


Bicycle 
24,694 (23.1) 


Exercise 
7,784 ( 7.3) 


Swimming 


Baseball 
4,771 ( 4.5) 


Trampoline 


4,539 ( 4.2) 


Misc ball games** 
27 


762 ( 2.6) 
Other"? 


Total 


17,485 
107,019 


(16.3) 


Females 


Playground 


25,290 (40.0) 


Bicycle 


11,387 (18.0) 


Trampoline 


4,016 ( 6.4) 


Swimming 


3,818 ( 6.0) 


Exercise 


3,223 ( 5.1) 


Baseball 


2,193 ( 3.5) 


Scooter 
1,947 ( 3.1) 


Gymnastics 


1,380 ( 2.2) 


Other'tT 
Total 


9,966 
63,220 


(15.8) 


Bicycle 
85,770 (23.4) 


Playground 


67,883 (18.5) 


Football 
25,348 ( 6.9) 


Scooter 


21,335 ( 5.8) 


Baseball 


20,062 ( 5.5) 


Basketball 
17,949 ( 4.9) 


Trampoline 
14,677 ( 4.0) 


Swimminc 
owimming 


12,338 ( 3.4) 
100,740 (27.5) 
366,102 


Playground 


58,219 (25.2) 


Bicycle 


52,955 (22.9) 


scooter 
15,299 ( 6.6) 


14,063 ( 6.1) 
Sw mming 
9,723 ( 4.2) 
Gymnastics 


7,772 ( 3.4) 


Exercise 


7,670 ( 3.3) 


Other skating*** 


7,240 ( 3.1) 


58,202 (25.2) 
231,143 


Football 
144,907 (18.7) 


Bicycle 


123,764 (16.0) 


Basketball 
117,807 (15.2) 


Baseball 
47,546 ( 6.1) 


Skateboarding 


39,271 ( 5.1) 


Soccer 


29,049 ( 3.7) 


Scooter 


25,752 ( 3.3) 
Playground 
20,994 ( 2.7) 
226,848 (29.2) 
775,938 


Basketball 
53,130 (14.9) 


Bicycle 


38,889 (10.9) 


Soccer 


28,137 ( 7.9) 


Gymnastics 


23,183 ( 6.5) 


Softball 
19,886 ( 5.6) 


Scooter 


16,127 ( 4.5) 


Playground 


16,000 ( 4.5) 


Trampoline 


13,610 ( 3.8) 


146,988 (41.3) 
355,950 


Basketball 
168,691 (25.9) 


Football 
138,689 (21.3) 


Bicycle 
52,937 ( 8.1) 


Soccer 


30,222 ( 4.6) 


Combative 


28,616 ( 4.4) 


Baseball 
26,679 ( 4.1) 


Exercise 


24,892 ( 3.8) 


Skateboarding 
23,476 ( 3.6) 


156,228 (24.0) 
650,430 


Basketball 


37,674 (18.1) 


Gymnastics 


21,865 (10.5) 


Soccer 


19,865 ( 9.6) 


Softball 


17,040 ( 8.2) 


Volleyball 


12,202 ( 5.9) 


Exercise 


10,652 ( 5.1) 


Bicycle 


10,275 ( 4.9) 


Football 
6,711 ( 3.2) 


71,376 (34.4) 
207,660 


Basketball 
85,056 (29.1) 


Bicycle 
29,112 ( 9.9) 


Football 


26,439 ( 9.0) 


Exercise 


17,504 ( 6.0) 


ATV’ 
13,520 ( 4.6) 


Soccer 


11,061 ( 3.8) 


Combative 


10,859 ( 3.7) 


Softball 
10,294 ( 3.5) 


88,898 (30.4) 
292,743 


Exercise 
10,202 (13.2) 


Bicycle 
7,42911 ( 9.6) 


Basketball 


6,077 ( 7.8) 


Gymnastics 


5,307 ( 6.9) 


Softball 
4,017 ( 5.2) 


Horseback 


3,035 ( 3.9) 


Misc. ball games 


3,016 ( 3.9) 


Swimming 


2,826" ( 3.7) 


35,507 (45.9) 
77,416 


Basketball 
117,861 (19.8) 


Bicycle 
77,102 (12.9) 


Exercise 


49,356 ( 8.3) 


Softball 
35,604 ( 6.0) 


Football 


34,914 ( 5.9) 


ATV 
23,488 ( 3.9) 


Baseball 
23,115 ( 3.9) 


Soccer 


20,581 ( 3.5) 


214,042 (35.9) 
596,063 


Exercise 


29,285 (13.2) 


Bicycle 


25,806 (11.7) 


Horseback 


17,743 ( 8.0) 


Softball 
12,113 ( 5.5) 


Basketball 
9,924 ( 4.5) 


Gymnastics 


9,000 ( 4.1) 


Volleyball 
7,755 ( 3.5) 


Swimming 


7,598 ( 3.4) 


101,911 (46.1) 
221,135 


Bicycle 
40,926 (21.5) 


Exercise 


21,672 (11.4) 


Fishing 


17,798 ( 9.4) 


Horseback 


11,020 ( 5.8) 


Basketball 


10,930 ( 5.8) 


Golf 


8,469 ( 4.5) 


ATV 
5,760 ( 3.0) 


Softball 
4,926 ( 2.6) 


68,522 (36.1) 
190,023 


Exercise 


26,059 (22.6) 


Bicycle 


16,270 (14.1) 


Horseback 


8,380 ( 7.3) 


Golf 
5,050 ( 4.4) 


Gymnastics 


4,899 ( 4.2) 


Swimming 


4,221 ( 3.7) 


Bowling 
3,753 ( 3.2) 


Racquet sports’ 


3,400 ( 2.9) 


43,486 (37.6) 
115,518 


Basketball 
520,032 (17.5) 


Bicycle 
434,371 (14.6) 


Football 
374,072 (12.6) 


Exercise 
140,661 ( 4.7) 


Baseball 
136,632 ( 4.6) 


Playground 
127,028 ( 4.3) 


Soccer 
104,775 ( 3.5) 


Skateboarding 
84,457 ( 2.8) 


1,056,395 (35.5) 
2,978,423 


Bicycle 
163,012 (12.8) 


Basketball 
114,644 ( 9.0) 


Playground 
108,023 ( 8.5) 


Exercise 
98,475 ( 7.7) 


Gymnastics 
73,405 ( 5.8) 


Soccer 
60,987 ( 4.8) 


Softball 
56,759 ( 4.5) 


Horseback 
45,336 ( 3.6) 


551,658 (43.4) 
1,272,299 





* Numbers are national estimates of nonfatal sports- and recreation-related injuries for each sex and age group. Percentages are of the total sports- and recreation-related 
, injuries for each sex and age group. Percentages might not add to 100% because of rounding. Totals for all ages include persons for whom age was not recorded 
. Includes weight lifting, aerobics, stretching, walking, jogging, and running 
~ Includes boxing, wrestling, martial arts, and fencing 

All-terrain vehicle 
** Includes lacrosse, tetherball, handball, rugby, other specified ball sports, and unspecified ball sports 

Comprises 31 other sports and recreation categories 

Includes batons, gymnastics, cheerleading, and dancing 

Estimates might be unstable because the coefficient of variation is >30 
* Includes roller skating and unspecified types of skating; excludes ice and in-line skating 

Includes badminton, squash, racquet ball, and tennis 
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related injuries (6). Although this estimate was based on a 
review of narrative fields, no consumer product codes were 
collected, which might have resulted in an underestimation 
of the number of ED visits. Sports- and recreation- 


related injuries treated in EDs represent only a portion of these 


types of injuries that receive medical attention; many more of 


these injuries are treated in other settings (e.g., health-care 
providers’ offices and clinics) (7). 

Che findings in this report are subject to at least five limita- 
tions. First, injury rates were based on the U.S. population; 
data on exposure time or frequency of participation were not 
collected. Because of the lack of exposure data, these estimates 
cannot be used to compare relative risks for different sports 
or for different age groups or sexes. Second, NEISS-AIP cap- 
tures only injuries treated in hospital EDs. Third, it could 
not be determined whether a sports- and recreation-related 
injury was a new injury or an aggravation of an injury sus- 
tained previously. Fourth, NEISS-AIP narrative descriptions 
do not provide detailed information about injury circum- 
stances (e.g., whether or not the activity was organized, whether 
the injury occurred during training or competition, or whether 
protective equipment was used). Finally, NEISS-AIP is 
designed to provide national estimates but not state or local 
estimates 

The national health objectives for 2010 (8) and The Sur- 
geon General's Call to Action to Prevent and Decrease Overweight 
and Obesity (9) emphasize the importance of physical activity. 
he benefits of physical activity are substantial; however, per- 
sons engaging in such activity should be aware of their risk 
for injury. Additional information about safe participation in 
sports- and recreation-related activities are available at http: 


www.cdc .gov/safeusa siteindex.htm. 
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Delayed Diagnosis of Fragile X 
Syndrome — United States, 
1990-1999 


Fragile X syndrome (FXS) is the leading cause of inherited 
mental retardation, affecting approximately 50,000 persons 
in the United States (/). FXS occurs when a mutation on the 
X chromosome is passed from mother to child. Preliminary 
data suggest that children affected by FXS experience a delay 
in diagnosis, a pattern common to other single-gene disor- 
ders (2). The molecular test used to definitively diagnose FXS 
became available in 1991. The first indication of FXS within 
a family is usually the diagnosis of FXS in a child. Although 
no proven treatments exist for FXS, prompt diagnosis enables 
children to receive early intervention services and families to 
receive genetic counseling (3,4). To assess the timing of a 
diagnosis of FXS in an affected child and genetic counseling 
for the family, the Frank Porter Graham Child Development 
Institute (University of North Carolina at Chapel Hill) con- 
ducted a survey during August—October 2001 of 140 parents 
whose first child affected by FXS was born and had the con- 
dition diagnosed during 1990-1999. This report summarizes 
the results of that survey, which indicate that approximately 
half of the families did not learn the diagnosis for more than 
a year after first concerns about their child’s development or 
behavior, and half reported having subsequent pregnancies 
before FXS was diagnosed in their first child. These findings 
emphasize the importance of increased opportunities for early 
diagnosis so children and families can receive all possible ben- 
efits, including genetic counseling and intervention services. 

No population-based registries for FXS exist in the United 
States, and few children are identified by routine surveillance 
systems for birth defects and developmental disabilities. To 
gather an adequate number of families in a short time frame, 
investigators used a convenience sample from mailing lists of 
research institutions and parent-based groups. The families 


surveyed were identified through two sources: the Carolina 
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Fragile X Project, comprising families in the southeastern 
United States ascertained for a longitudinal cohort study of 
FXS (2), and the FRAXA Research Foundation, a parent-based 
group focused on FXS education and research. The question- 
naire asked about the process of finding out about the FXS 
diagnosis and the impact of the diagnosis on the family. Each 
parent of a child with FXS was asked to complete the ques- 
tionnaire, with the assurance that answers were confidential 
and could not be linked to names. Approximately 535 ques- 
tionnaires were mailed, and 460 questionnaires representing 
299 distinct families were completed. If both parents from 
the same family responded, the mother’s questionnaire was 
chosen for analysis. Nonbiologic parents (n=nine), parents 
who knew their FXS carrier status before the index pregnancy 
(n=16), and parents whose children were born before 1990 
(n=134) were excluded; 140 families (126 boys) were included 
in the survey. 

At the time the questionnaire was completed, the mean age 
of the 140 respondents was 37.6 years (standard deviation: 
5.8 years); 93% of the respondents were white, 61% had com- 
pleted at least an undergraduate degree, and 37% had an 
annual household income >$100,000. Before becoming preg- 
nant with the first child affected by FXS, 40 (29%) of 139 
respondents knew that they had a family history of mental 
retardation, learning problems, or behavioral problems. 

In this sample, all children had FXS diagnosed after birth 
when symptoms began to develop. After the first contact with 
a health-care provider, 34 (24%) of 140 respondents reported 
visiting a health-care provider about the child’s development 
>10 times before the genetic test for FXS was ordered (Figure). 
Because girls with FXS might have less distinct physical fea- 
tures, historical endpoints were calculated only for boys. 
FIGURE. Percentage of children* who had fragile X syndrome 
diagnosed, by number of visits to a health-care provider about 


concerns for the child’s development and behavior before 
diagnosis was made — United States, 1990-1999 


a <= _ ————E 7 —_ = — 


i ; i 
o+ -_ $ :t 
1-2 3-5 6-10 >10 


Unknown 


Percentage 





Number of visits 


A substantial gap existed between the child's age at the time 
someone became concerned about the child’s development 
or behavior (median age: 12 months; range: 0-50 months) 
and the child’s age at diagnosis of FXS (median age: 26 
months; range: 6-101 months). 

For many parents, the delay between the birth of the child 
and FXS diagnosis precluded informed reproductive decisions. 


Of the 140 parents, 70 (50%) reported having another child 


before their first child had FXS diagnosed; of these 70 par- 


ents, 30 (43%) had another child affected by FXS before the 
first child had FXS diagnosed. Overall, 124 (89%) of 139 
parents reported receiving genetic counseling, and 99 (73%) 
of 136 reported that the diagnosis affected their decision to 
have another child. When parents were asked to choose the 
best time to offer voluntary genetic testing for FXS, 103 (75%) 
of 138 indicated that the best time would be before a woman 
becomes pregnant. 
Reported by: DB Bailey, PhD, D Skinner, PhD, K Sparkman, Frank 
Porter Graham Child Development Institute, Univ of North Carolina 
at Chapel Hill. CA Moore, MD, RS Olney, MD, National Center on 
Birth Defects and Developme ntal Disabilities; DC Crawford, PhD 
EIS Officer, CDC. 
Editorial Note: This report documents both the occurrence 
of a delayed diagnosis for a child with FXS and the impact 
this delay has on family planning. Early identification pro- 
vides benefits for both the family and the affected child. First, 
early identification provides parents with a diagnosis, poten- 
tially reducing the psychosocial impact they face in searching 
for the cause of their child’s disorder and providing more 
impetus for participation in early intervention programs. Sec- 
ond, early identification could provide parents an opportu- 
nity to receive genetic counseling for family planning. Third, 
early identification would allow the child to receive available 
intervention services. Infants who have FXS diagnosed are 
immediately eligible for publicly funded developmental ser- 
vices (e.g., early intervention programs) in all 50 states under 
Part C of the Individuals with Disabilities Education Act (5). 
Finally, early identification allows researchers to better under- 
stand the natural history of the disorder and provides an 
opportunity for testing the effectiveness of new interventions (5). 
Despite the potential benefits of early identification, strate- 
gies for obtaining an early diagnosis in a child are limited. 
Two such strategies are newborn screening (3,6, 7) and early 
clinical recognition (8,9). Adding disorders such as FXS to 
newborn screening programs would guarantee a timely diag- 
nosis. However, FXS does not have a proven treatment that 
must be administered shortly after birth, which is the funda- 
mental criterion used to justify rapid, universal identification 
of a disorder in a newborn (3,6). Similarly, the clinical screen- 


ing strategy might not be optimal for early identification of 
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disorders such as FXS. The signs for FXS clinical recognition 
often are subtle, and no single factor (e.g., severity of mental 
retardation or behavior) is associated with the variability in 
the length of time from a child’s birth to diagnosis of FXS 
(5). Strategies to enhance early clinical identification of FXS 
could include education programs for health-care providers 
that emphasize the importance of developmental screening 
and ascertaining family history as part of routine well-child 
health care, and focusing on improved recognition of the signs 
and symptoms of FXS and other developmental disorders in 
young children. 

lhe findings in this report are subject to at least two limita- 
tions. First, the convenience sample used for this survey prob- 
ably does not represent all families affected by FXS in the 
United States. Respondents were parents who have elected to 
participate in research in the past or have an active interest in 
research and policy concerning FXS. Second, because the 
unalyses were limited to a specific time frame, the sample size 
was relatively small 

Despite these limitations, this survey documents the conse- 
quences of a delayed diagnosis of FXS for both the child and 
the family. Although the strategies to obtain an early diagno- 
sis for disorders such as FXS are limited, new approaches are 
needed to optumize access tO Services and information for per- 


sonal health decisions and family planning. 


References 


Crawtord D¢ 


West Nile Virus Activity — 
United States, August 15-21, 2002 


This report summarizes West Nile virus (WNV) surveil- 
lance data reported to CDC through ArboNET and by states 
and other jurisdictions as of 7:30 a.m. Mountain Daylight 
Time, August 21, 2002. 

During the reporting period of August 15-21, a total of 
114 laboratory-positive human cases of WNV-associated 
illness were reported from Louisiana (n=62), Illinois 
(n=fourteen), Texas (n=11), Missouri (n=nine), Mississippi 
(n=seven), Indiana (n=three), Alabama (n=two), Ohio (two), 
Tennessee (two), Kentucky (n=one), and New York City 
(n=one). During this period, Kentucky, Missouri, Ohio, 
Tennessee, and New York City reported their first human cases. 
During the same period, WNYV infections were reported in 
458 dead crows, 430 other dead birds, 117 horses, and 318 
mosquito pools. During this period, WNV activity was 
reported for the first time ever in Colorado and Wyoming. 

During 2002, a total of 270 human cases with laboratory 
evidence of recent WNV infection have been reported from 
Louisiana (n=147), Mississippi (n=55), Texas (n=25), Illinois 
(n=16), Missouri (n=nine), Alabama (n=five), Indiana 
(n=four), Ohio (n=two), Tennessee (n=two), the District of 
Columbia (n=one), Florida (n=one), Kentucky (n=one), 
Massachusetts (n=one), and New York City (n=one). 
lhirteen deaths have been reported from Louisiana (n=eight), 
Mississippi (n=two), Illinois (n=one), Kentucky (n=one), and 
[exas (n=one) (Figure). Among the patients with available 


data, the median age was 53 years (range: 3-94 years), and 


FIGURE 1. Areas reporting West Nile virus (WNV) activity — 
United States, 2002* 














* As of August 21, 2002 
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the dates of illness onset ranged from June 10 to August 14 
In addition, 1,916 dead crows and 1,567 other dead birds 
with WNV infection were reported from 38 states, New York 
City, and the District of Columbia; 256 WNYV infections in 
mammals (all but one in horses) have been reported from 19 
states (Alabama, Colorado, Florida, Georgia, Illinois, 
Kansas, Kentucky, Louisiana, Minnesota, Mississipp! 
Nebraska, New York, North Dakota, Ohio, Oklahoma, South 
Dakota, Tennessee, Texas, and Wyoming). During 2002, 


WNYV seroconversions have been reported in 65 sentinel 


chicken flocks from Florida, Nebraska, Pennsylvania, and New 


York City; 1,105 WNYV-positive mosquito pools have been 


reported from 15 states (Alabama, Georgia, Illinois, Indiana, 


Kentucky, Massachusetts, Mississippi, Nebraska, New Jersey, 
New York, Ohio, Pennsylvania, South Dakota, Texas, and 
Virginia), New York City, and the District of Columbia. 
Additional information about WNV activity is available 
at http://www.cdc.gov/ncidod/dvbid/westnile/index.htm 
and http://www.cindi.usgs.gov/hazard/event/west_nile 


west_nile. html. 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending August 17, 2002, 
with historical data 


CASES CURRENT 
4 WEEKS 


DISEASE DECREASE INCREASE 
Hepatitis A, Acute 358 
Hepatitis B, Acute 400 


Hepatitis C; Non-A, Non-B, Acute 101 


Legionellosis 96 


Measles, Total 3 


Meningococcal Infections 66 
Mumps 9 
Pertussis 


Rubella ™ 





f T eae T T 


0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log Scale) 
ESS) Beyond Historical Limits 


* No rubella cases were reported for the current 4-week period yielding a ratio for week 33 of zero (0) 
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending August 17, 2002 (33rd Week)* 





Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax 2 1 Encephalitis: West Nile’ 8 
Botulism foodborne 9 16 Hansen disease (leprosy)' 46 
infant 38 58 Hantavirus pulmonary syndrome’ 5 
other (wound & unspecified) 13 12 Hemolytic uremic syndrome, postdiarrheal' 84 
Brucellosis' 46 83 HIV infection, pediatric’ 
Chancroid 46 23 Plague 
Cholera 6 3 Poliomyelitis, paralytic 
Cyclosporiasis' 92 Psittacosis' 
Diphtheria 1 Q fever' 
Ehrlichiosis: human granulocytic (HGE)' Rabies, human 
human monocytic (HME)' 73 Streptococcal toxic-shock syndrome’ 
other and unspecified 4 Tetanus 
Encephalitis: California serogroup viral" 24 Toxic-shock syndrome 
eastern equine’ 4 Trichinosis 
Powassan' - . Tularemia' 
St. Louis' - 27 Yellow fever 
western equine’ 
-:No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
. Not notifiable in all states. 


* Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update July 28, 2002 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 
(33rd Week)* 





Escherichia coli 





Shiga Toxin Positive, 
AIDS 


Serogroup non-0157 


Cum. Cum. 
2001 2002 2001 


Chlamydia’ Cryptosporidiosis 0157:H7 


Cum Cum Cum Cum. Cum. Cum. Cum Cum 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 


4 R0 























48 - 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 
(33rd Week)* 





Haemophilus influenzae, 
invasive 





Escherichia coli 

Shiga Toxin Positive, All Ages, 
Not Serogrouped Giardiasis Gonorrhea All Serotypes 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting Area 2002 | 2001 2002 2002 2001 2002 2001 2002 2001 

UNITED STATES 30 7 9,023 197,511 221,778 1,029 17 17 


NEW ENGLAND : 1 954 4,649 4,055 72 1 
Maine - - 111 78 91 
N.H - - 29 76 106 
Vt - 77 65 47 
Mass - - 465 2,053 1,888 
Rl - - 83 540 461 
Conn - - 189 1,837 1,462 


MID. ATLANTIC - - 905 25,595 
Upstate N.Y. - - 648 5,212 
- - 749 8,046 

181 4,440 

327 7,897 

E.N. CENTRAL 639 45,900 
Ohio 507 12,540 
Ind - - - 4,127 
iil : - 388 14,759 
Mich - 481 10,791 
Wis - 263 3,683 
W.N. CENTRAL - y 041 10,343 
Minn - - 374 732 1,577 
- - 160 619 824 

281 5,242 5,332 

11 31 22 

45 160 146 

652 763 

1,715 1,679 

S. ATLANTIC - - 51,322 57,802 
Del - : 991 1,039 
Md - : 5,281 5,459 
D.C - - 1,695 1,822 
- - 5,617 7,183 

580 389 

10,336 10,951 

4,804 7,214 

9,303 10,741 

12,715 13,004 

E.S. CENTRAL 7 5 17,817 20,271 
Ky ] - 2,217 2,195 
Tenn - - 93 5,799 6,351 
Ala - - 5,709 6,669 
Miss - - - 4,092 5,056 
W.S. CENTRAL - - 29,893 33,352 
Ark - - 2,323 2,964 
La : - 2 7,490 7,902 
Okla - - 3,059 3,119 
Tex - - - 17,021 19,367 


MOUNTAIN 6,455 
Mont - - 7 78 
Idaho - - 48 
Wyo - . ‘ 41 
Colo 1 1 1,984 
N. Mex - - 7 601 
Ariz - - 2,492 
Utah - - 5 93 
Nev - - 7 1,118 


PACIFIC - - 5 18,005 
Wash - - 1,942 
Oreg - - 730 
Calif - - - } 14,698 
Alaska - - 55 240 
Hawaii - - 395 


Age <5 Years 
Serotype 
B 
































ae) — > 
N=- OOM O01 


Guam - - . . 29 
PR - - 390 
V1 - - - 19 
Amer. Samoa U U U 
C.N.M.1 . U . U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 
(33rd Week)* 





Haemophilus influenzae, invasive 





Age <5 Years Hepatitis (Viral, Acute), By Type 





Non-Serotype B Unknown Serotype B C; Non-A, Non-B 


Cum Cum Cum Cum. Cum Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 























4 45 >919 603 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 
(33rd Week)* 





Measles 
Legionellosis Listeriosis Lyme Disease Malaria Total 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 2002 
UNITED STATES 547 607 285 359 6,543 9,116 741 914 16° 


NEW ENGLAND 51 35 33 1,168 2,598 43 55 
Maine 2 : 2 - 53 - 3 3 
N.H 4 3 128 44 6 2 
Vt 2 14 6 2 . 
Mass 19 583 869 15 28 
RI : 1 138 197 3 3 
Conn 8 8 252 1,482 14 19 
MID. ATLANTIC 50 4,366 4,901 

Upstate N.Y 26 2,679 1,708 27 37 
N.Y. City 11 81 56 94 152 
N.J 3 337 1,675 20 40 
Pa 10 1,269 1,462 18 28 
E.N. CENTRAL 36 48 575 88 

Ohio 14 40 17 14 19 
Ind 6 16 6 13 
il 1 1 - 29 22 53 
Mich 12 - 5 36 20 
Wis 3 J 508 10 12 
W.N. CENTRAL B 46 27 
Minn ‘ - - 16 

lowa - 2 

Mo 13 

N. Dak - 1 - - . 1 

S. Dak - - - - 

Nebr : 1 5 

Kans - 2 g 


S. ATLANTIC 
Del 
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Guam - - - 
PR - 1 
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Amer. Samoa U U 
C.N.M.1 - U 


N: Not notifiable U: Unavailable -: No reported cases 

* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
* Of 16 cases reported, seven were indigenous and nine were imported from another country 

’ Of 94 cases reported, 45 were indigenous and 49 were imported from another country 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 
(33rd Week)* 





Meningococcal 
Disease Mumps Pertussis 

Cum Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
2001 2002 2001 2002 2001 2002 2001 


Rabies, Animal 

















541 





Reporting Area 2002 


ie, 4, I< 





Not notifiable 


ncidence data for repc 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 
(33rd Week)* 





Rubella 
Rocky Mountain Congenital 


Spotted Fever Rubella Saimonellosis 
Cum. | Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 2002 


UNITED STATES 555 331 2 
NEW ENGLAND - 2 





























2001 
20,960 22,589 


1,222 1,531 
93 132 
77 121 
42 45 

670 892 
95 64 


245 277 
MID. ATLANTIC . 2,528 039 
Upstate N.Y . . : 843 700 
N.Y. City . . 739 780 
NJ . : 343 763 
Pa : . , 796 





E.N. CENTRAL - - . 163 
Ohio - - . - 848 
Ind - - - - 316 
il - - - - 915 
Mich - - - . - 556 
Wis : : : ° : . 


W.N. CENTRAL 
Minn 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V.I - - 
Amer. Samoa U 
C.N.M.1 - U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 


(33rd Week)* 





Shige 


pllosis 


Streptococcal Disease, 
Invasive, Group A 


Streptococcus pneumoniae, 
Drug Resistant, Invasive 


Streptococcus pneumoniae, 
Invasive (<5 Years) 





Cum 








Reporting Area 2002 


Cum. 
2001 





Cum. Cum. 


2002 2001 








Cum Cum. 
2002 2001 





Cum Cum. 
2002 2001 





Vit Ct AIe 


LAN 


994 


422 4 4 
4 924 


9R 





N: Not notifiable U: Unavailable 
ncidence data for reportir par 2001 


4 ye 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 17, 2002, and August 18, 2001 
(33rd Week)* 





Reporting Area 


Syphilis 





Primary & Secondary _ 


enital 


Tuberculosis 


Typhoid 
Fever 








Cum. Cum. 
2002 2001 











Cum. | Cum. 
2002 


2001 





Cum. 
2002 


Cum. 
2001 





UNITED STATES 
NEW ENGLAND 


Maine 


Ny 
Vv. 


3,796 3,674 


7914 


8,448 


46 











754 MMWR August 23, 2002 





TABLE Ill. Deaths in 122 U.S. cities,“ week ending August 17, 2002 (33rd Week) 
All Causes, By Age (Years) All Causes, By Age (Years) 


P&l' All 








All 

















Reporting Area Ages | >65 | 45-64 mined a <1 | Total Reporting Area Ages | >65 | 45-64 25-44 | 1-24 | <1 


~ ) T i - < ) ) 


VGLANL 


AA 
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